Coexistent congenital obstruction to both the right ventricular and left ventricular outflow tracts is rare. Only a few cases have been reported (Beard et al., 1957; Braunwald, 1959; Horlick and Merriman, 1957; Neufeld et al., 1960) . Only two of about 800 specimens in the Mayo Clinic pathological collection of congenitally defective hearts represent this condition. It is the purpose of this communication to report these two cases.
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DISCUSSION
With the present developments of cardiac surgery, the combined anomaly reported is potentially correctable, and successful surgical correction has been reported in one case (Beard et al., 1957) .
It seems of great importance that a surgical plan for this condition provide for relief of both obstructions at the same operation. group.bmj.com on June 19, 2017 -Published by http://heart.bmj.com/ Downloaded from pulmonary cedema as in the cases and of Horlick and Merriman (1957) .
As far as we are aware, in each reported instance and in our cases the clinical picture did not suggest obstruction to the outflow of both ventricles. In the case reported by Beard et al. the clinical evidence pointed only to left ventricular obstruction; obstruction to the right ventricular outflow tract was discovered at the time of cardiac catheterization. In the other cases the clinical picture suggested obstruction only to right ventricular outflow. In one of our cases the electrocardiogram showed signs only of right ventricular hypertrophy. In discussing the case of Sissman et al. (1959) , Taussig suggested that the deep S waves over the right precordium seen in that case were suggestive signs of additional obstruction to left ventricular outflow. Patterns similar to those in the case of Sissman et al. were observed in the case of Neufeld et al. (1960) .
Another clinical aid in diagnosis might be the diminution or absence of the second sound in the aortic area, although the presence of a normal second aortic sound does not exclude concomitant aortic stenosis.
It is apparent from the limited material available that identification of combined ventricular obstruction by clinical means is difficult. Catheterization of the left side of the heart, left ventricular puncture simultaneously with catheterization of the right side of the heart, and cineangiocardiography may permit more exact clinical evaluation of this condition, but these studies are not routine and are carried out only when clinical evidence suggests lesions in both the right and left ventricular outflow tracts.
The anatomy in the three cases that have been reported was different from those in our cases. In the case of Sissman et al. (1959) there was pulmonary valvular and infundibular stenosis. The aortic valve was also stenotic, and beneath it a fibrous band ran from the base of the aorta to the mitral valve and caused subvalvular stenosis.
In Horlick and Merriman's (1957) case the three pulmonary cusps were thickened and fused, with narrowing of the orifice. The aortic valve was tricuspid, and the cusps were thickened and fused with a much narrowed valve orifice.
In the case of Beard et al. (1957) , as described at the time of operation, a typical infundibular chamber measuring 3 cm. in diameter was situated at the outflow tract of the right ventricle. The aortic cusps were normal, but about 1 cm. beneath them there was a subvalvular fibrous membrane with an eccentrically placed small orifice. SUMMARY Two cases of combined congenital infundibular pulmonary stenosis and subaortic stenosis are reported and discussed. In one case, in which clinical examination was done, the findings of pulmonary stenosis obscured those of subaortic stenosis.
